Background and Purpose: Previous studies have reported a U-shaped relation between alcohol consumption and stroke. Those studies have been criticized for failing to distinguish between lifelong abstainers from alcohol and those who have given up drinking.
lcohol was first implicated as a possible risk factor for stroke in 1725.1 Several epidemiological studies now suggest a U-shaped association between alcohol intake and stroke.2 The explanation of this possible relation (similarly seen in coronary heart disease) remains the subject of much discussion, and the potentially protective role of moderate alcohol consumption remains controversial.2-6 Previous studies have been criticized for not differentiating between nondrinkers who were lifelong abstainers and those who had given up drinking. [3] [4] [5] [6] [7] By asking specifically about previous regular drinking habits we have been able to distinguish between the two groups. The level of alcohol consumption at which this possible protective effect is lost and alcohol becomes a risk factor for stroke are unknown.
We report the findings of a case-control study that examines the contribution of alcohol to the risk of stroke in moderate and heavy drinkers (both currently and previously), lifelong abstainers (those who have never drunk alcohol), and current abstainers (those who had formerly been regular drinkers but who currently do not drink alcohol), using validated tween August 1989 and July 1990 formed the study population. No patient refused to take part in the study. Patients were identified by daily contact with the resident medical officer and completeness of case ascertainment was checked with data from the medical records department at each of the three participating hospitals (Freeman Hospital, Royal Victoria Infirmary, and Newcastle General Hospital). Stroke was defined as rapidly developing clinical signs of focal or global disturbance of brain function lasting for more than 24 hours with no apparent cause other than vascular.8 Patients with primary subarachnoid hemorrhage were excluded.
Controls
Three hundred sixty-four community control subjects were matched for age (+2 years), sex, and family doctor. Control subjects were the next unrelated matching individual to the propositus in the family doctor register. Control subjects with a previous history of stroke were excluded. Permission was then sought from the general practitioner to invite the control subject by letter to participate in the study. They were contacted a week later by telephone to arrange an appointment. Control subjects who did not have a telephone were visited at home to obtain consent. Two hundred ninety-six (81%) control subjects who were initially approached agreed to take part in the study. When the "first choice" control refused consent or could not be contacted, another subject was approached. Reasons for exclusion were patient refused (27) , general practitioner advised against contact (16) , or unable to contact (25 
Results
Details of current and previous drinking habits were complete in 309 matched pairs. Fifty-five pairs (15%) were excluded from the analysis because of inadequate information about previous drinking habits. In 53 patients this was due to dysphasia, coma, or death before complete information could be obtained; dementia prevented two controls from giving details about previous consumption. In all of these cases it was not possible to obtain the relevant information from a significant other. Table 1 shows the demographic features of the study population.
Frequency of Drinking Fig 1 shows Stroke occurring after "binge drinking" is well recognized.'1 Although two patients were in a pub at the time of their stroke, none of the patients admitted to a heavy drinking session before admission. The type of alcohol consumed was similar in both groups, but the study was unable to fully explore differences between types of alcoholic drink. Table 4 shows previous maximum regular weekly alcohol consumption. Similar proportions of male patients (51%) and controls (55%) had previously drunk more than currently. Only 17 (10%) female patients and 33 (19%) control subjects had previously had a higher intake of alcohol (P=.02). The current recommended maximum sensible weekly intake of alcohol is 180 g (21 units) for men and 120 g (14 units) for women. Sixtytwo (45%) male patients and 63 (46%) controls admitted to having previously consumed more than this level regularly for a mean duration of 22 years and 18 years, respectively (not significant). Very few women had regularly drunk more than the recommended maximum level (6 [4%] High alcohol consumption has been shown to reduce cerebral blood flow via a direct toxic effect of alcohol rather than increased atherogenesis.28 Only patients hospitalized after stroke were included in the study. A 5-year study of acute stroke in northeast England found that 68% of cases were hospital.29 Lifelong abstention from alcohol is unlikely to be a factor influencing admission policy. Conversely, those with alcohol-related problems are more likely to be admitted to the hospital, 
